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Introduction Budd–Chiari syndrome is a relatively common com-
plication of BD and the presence of hepatic vein throm-
Behc¸et’s disease (BD) is a multisystem disorder char- bosis is one of the major prognostic factors affecting
survival.9 Aneurysm and/or occlusion of the arteriesacterized by vasculitis. It was first described in 1937 by
Hulusi Behc¸et, a Turkish dermatologist, and consists of of the upper or lower extremities are the most frequent
type of arterial lesions.10,11 Pulmonary arterial vasculitisa triad of recurrent ulcers of the oral and genital
mucosa with relapsed uveitis.1 Since the first de- presenting with dyspnea, cough, chest pain, and hem-
optysis is not rare.12 Ruptures of large arterial an-scription, additional organ involvements have been
reported. Skin, central nervous system, kidney and eurysms may lead to death.
In this report, we present a patient with BD com-pulmonary involvement, vasculitis, epididymitis, ar-
thralgia, arthritis, gastrointestinal features, and AA plicated by popliteal artery aneurysm and discuss the
literature on BD in association with popliteal arterytype amyloidosis are other symptoms or signs seen in
BD, and also a positive family history is an important aneurysm.
criteria of diagnosis.2–7
Vascular involvement is the leading cause of death in
BD with an approximate prevalence of 25%.5,8 Vascular
Case Reportinvolvement is more frequent in males than in females
(36% versus 14%). Three forms of vascular disease
A 44-year-old white man was hospitalized because of(venous occlusions, arterial aneurysms and/or arterial
a tender and pulsatile mass in the left popliteal fossaocclusions) are found in BD. Venous lesions occur
for a month. His other complaints were recurrentmore frequently than arterial lesions (88% versus 12%).
oral and genital ulcerations, erythema nodosum andSymptoms of vascular disease vary depending on the
acneiform lesions (for 8–10 years). The patient alsosite of involvement.1,2,5 Subcutaneous thrombophlebitis
noted to have somewhat left lower leg swelling foris the most frequent (47%) type of venous in-
the past 3 months.volvement.5 The following most common venous le-
On admission, physical examination was as follows.sions are superior and inferior vena cava occlusions.
The vital signs were essentially within normal limits.
The oral mucosa had multiple aphtous lesions. The
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was asymptomatic with a patent popliteal artery on
Doppler study.
Discussion
Our patient had oral and genital aphtae, acneiform
lesions and erythema nodosum which fulfilled the
International Study Group (ISG) Criteria13 for BD.
According to the history, physical examination, and
laboratory findings; no other causative factors of pop-
liteal artery aneurysm (polyarteritis nodosa, Taka-
yasu’s disease, atherosclerosis, trauma, infection) other
than BD were discovered.
Fig. 1. The arteriography of the left popliteal artery aneurysm.
There are few controlled studies reported on the
management of BD. As BD usually runs an undulatingedematous with a tender, pulsatile mass (5×5 cm) in
course of exacerbations and remissions, it is generallythe left popliteal fossa. Peripheral arterial pulses were
difficult to evaluate the efficacy of therapy. The treat-not palpable, however no ischaemic changes were
ment of BD is symptomatic and varies according topresent.
the clinical manifestations.14 Although definitive dataLaboratory studies revealed the following results;
do not exist, there is a tendency among physicians tohemoglobin 12.7 g/dl; leukocytes 12 000/mm3; throm-
prescribe colchicine to all patients.bocytes 357 000/mm3; erythrocyte sedimentation rate
A controlled, long-term study regarding medical38 mm/h; blood urea nitrogen 11 mg/dl; serum cre-
and surgical treatment of vascular BD has not yet beenatinine 0.9 mg/dl; total protein 6.9 g/dl; albumin 3.4 g/
reported. Antiplatelet agents such as low-dose aspirindl; ALT 25 U/L; cholesterol 197 mg/dl; ECG normal;
and dipyridamole are recommended for venous in-chest X-ray normal; and abdominal ultrasonography
volvement, but a controversy exists on this subject.5,14unremarkable. Urinalysis showed pH 6.0, specific
Routine anticoagulation with heparin or oral anti-density 1020, protein 25 mg/dl, calcium oxalate crys-
coagulants is not advised if deep vein thrombosis istals.
not present. Severe vasculitis in BD is treated withColor Doppler ultrasonography revealed a left pop-
systemic corticosteroids and immunosuppressives asliteal artery aneurysm containing thrombus within
in other forms of vasculitis.and deep vein trombosis of the left popliteal vein. The
It is generally accepted that surgical treatment ofpopliteal artery aneurysm was shown on arteriography
arterial aneurysms due to vasculitis is not favorable.(Fig. 1). During surgery, the aneurysm was found to
Pathergy test is an abnormal tissue reaction to needlebe 4×5 cm in diameter, a 6 mm-PTFE graft in-
pricks and it is one of the ISG diagnosis criteria.13terposition was performed after it had been suc-
Venous puncture, intravenous infusion, rapid injectioncessfully resected.
of a large bolus of contrast material, and insertion ofHaematoxylin and eosin staining of the aneurysmal
a venous catheter may initiate venous thrombosis inwall did not reveal any atherosclerotic changes. The
BD.15,16 An increased incidence of aneurysm formationlumen of the aneurysm contained fresh and old
at the puncture site has been reported after venographythrombi. Some haemorrhage was seen in the inner
and arterial puncture.5,10,16,17 Besides, aneurysmal rup-side of the wall. The adventitia was thick and fibrotic
ture results in severe haemorrhage with a death rateThere was marked destruction of elastic fibres in the
of 60%.2 Since popliteal artery aneurysms in BD are ataneurysmal wall and perivascular lymphocytic in-
high risk of rupture, certain cases may warrant anfiltration in the perivascular areas which was con-
emergency intervention. The efficacy of medical ther-sistent with vasculitis.
apy to prevent from rupturing is not known.Based on the clinical presentation and laboratory
According to our review, only 37 patients with BDdata, the diagnosis of Behc¸et’s disease was made. The
and popliteal artery aneurysm have been described inpatient was instituted on prednisolone (1 mg/kg/day),
the literature before (Table 1).2,5,15,18–37 The analysis ofazathioprine (2 mg/kg/day), colchicine, and since
these cases has shown the following results:patient also had deep vein thrombosis, he was anti-
coagulated with heparin followed by oral warfarin 1. The presence of another vascular lesion was a com-
mon feature.treatment. At the end of the first month, the patient
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Table 1. Cumulative analysis of patients with Behc¸et’s disease and popliteal artery aneurysm.
Author (Reference no.) Year No. of patients Coexisting vascular lesion
Enoch B. A.18 1968 1 Subcutaneous thrombophlebitis
Chavataz D.19 1974 1 —
Jenkins A. M.20 1976 1 Superficial femoral artery aneurysm
Piers A.21 1977 1 Subcutaneous thrombophlebitis,
Deep vein thrombosis
Chamberlain M. A.22 1977 1 —
Reza M. J.23 1978 1 Femoral artery occlusion
Shimizu T.2 1979 1 —
Wang Z. G.24 1985 1 Axillary and femoral artery aneurysms
Mu¨ftu¨olu lu A. U¨.25 1986 3 —
Dhobb M.26 1986 2 —
Yamana K.27 1988 2 Left common femoral artery aneurysm (2)
Bartlett S. T.28 1988 1 Recurrent femoral artery aneurysm
Koc¸ Y.5 1992 1 Carotid artery aneurysm
Sener E.29 1992 2 Superficial femoral artery aneurysm (1)
Chaillou P.30 1992 1 Posterior tibial artery aneurysm
Femoropopliteal phlebitis
Sherif A.31 1992 1 Deep femoral artery aneurysm. Renal artery aneurysm.
Iliofemoral thrombophlebitis
Kuzu M. A.32 1994 3 —
Kaynak K.33 1996 3 —
Tu¨zu¨n H.34 1997 4 Left posterior tibial artery aneurysm (1)
Canova C. R.35 1997 1 Internal carotid artery aneurysm. Radial artery aneurysm.
Femoral artery aneurysm
Gu¨rler A.36 1997 3 —
Berkmen T.15 1998 1 —
Sasaki S.37 1998 1 Pulmonary artery aneurysm
Our report (Akar H.) 1999 1 Deep vein thrombosis, popliteal vein thrombosis
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